24 hours of admission, gallium scan and triple phase bone scan did not support the suspicion of hip sepsis and as clinical features of pneumonia had developed joint aspiration was not performed. Opportunistic pneumonia was considered in the diVerential diagnosis but because he had no obvious risk factors for HIV, a normal lymphocyte count, and had not been receiving immunosuppression treatment for two years bronchoalveolar lavage was not felt to be necessary. Prednisolone 40 mg was introduced to cover the possibility of hypoadrenalism although a subsequent synacthen test was equivocal (360 nmol/l at time 0 but rising by less than 200 nmol/l to 540 nmol/l at 30 minutes, normal rising by more than 200 nmol/l to greater than 500 nmol/l). Hydroxychloroquine was added for joint pain pending further investigation. More aggressive immunosuppression was considered. However, in light of the unreliability of our patient and the recent infective episode, it was felt that the risks outweighed the benefits at that stage. A short period of haemodialysis was required but by discharge 18 days later he was feverish, normotensive and passing urine spontaneously, creatinine was 271 µmol/l, 24 hour creatinine clearance 25 ml/min (normal range 80-130 ml/min/l and 24 hour protein excretion 0.7 g albumin/day (normal range <0.1 g/24 h). Improvement was maintained and when seen seven weeks later creatinine was 75 µmol/l, although 24 hour protein excretion had increased to 3 g albumin/day and creatinine clearance was 24 ml/min. Enalapril 2.5 mg daily was introduced for developing hypertension.
Nineteen days later he was again admitted to the renal unit with a three day history of flu-like symptoms and generalised joint pain. Apart from enalapril he had not been given any new medication and denied any other self medication including illicit substances. He was feverish but hypotensive-blood pressure 70/40 mm Hg, musculoskeletal examination was unchanged and no obvious source of sepsis found. Investigations revealed white cell count 24.6 × 10 9 /l, (normal range 4-10 × 10 9 /l), urea 33.1 mmol/l, creatinine 440 µmol/l, K+ 5.8 mmol/l (normal range 3.5-5.0 mmol/l) and creatinine phosphokinase 60 u/l (normal range <150). Enalapril and hydoxychloroquine were stopped because of the deterioration in renal function. Intravenous erythromycin was given empirically to cover a putative chest infection but stopped four days later when blood, urine and sputum cultures as well as viral and atypical serology were found to be negative. Haemodialysis was required for fluid overload. Two weeks later he developed spiking fever and abnormal liver function tests-alkaline phosphatase 1140 u/l (normal range 70-200 u/l), total bilirubin 10 µmol/l (normal range 2-22 µmol/l) aspartate aminotransferase 97 u/l (normal range 12-48), alanine aminotransferase 111 u/l (normal range 3-55), and an increase in amylase at 1030 u/l (normal range 70-200 u/l) consistent with pancreatitis. Intravenous metronidazole and ceftriaxone were started and endoscopic retrograde cholangiopancreatography (ERCP) and sphincterotomy performed. Changes consistent with ascending cholangitis were seen and within 72 hours of sphinterotomy liver function tests had returned to normal. Just before the ERCP he spontaneously admitted to ingesting three ecstasy tablets along with an undisclosed quantity of amphetamine within three days of both admissions.
Discussion
Abuse of ecstasy (the amphetamine analogue 3,4-methylenedioxymetamphetamine (MDMA)) has increased over the past decade because of its pleasurable eVects of increased sensuality, euphoria and closeness to others. In a 1996 survey of drug and alcohol abuse, MDMA use was reported by 13% of the 3075 second year university students questioned. 1 Initially heralded as safer than alcohol, several dose independent fatalities have proved this not to be the case. 2 Ecstasy induces dehydration resulting from increased sweating and urination, 3 which can have serious consequences in a patient with pre-existing renal impairment. It seems probable that this was the mechanism of renal failure resulting in the second admission to hospital. It is less clear how much the ecstasy ingested before the first admission contributed to the fever and subsequent renal failure. In retrospect the gentamicin dose administered after this admission was sub-therapeutic even in the presence of renal impairment. A gentamicin level should have been checked before the second rather than after the third gentamicin dose. The high gentamicin trough level highlights the need for meticulous monitoring of gentamicin levels in patients with suspected renal impairment and suggests the patient had oliguria that passed unnoticed during the first 36 hours of hospital admission. The ecstasy induced hyperthermic syndrome, 4 5 which is associated with fever, coagulopathy, rhabdomyolysis, and acute renal failure is unlikely as the creatine kinase was normal during both admissions.
Hepatotoxicity can occur after both isolated or during regular ecstasy abuse. The interval between ingestion and initial symptoms varies between one and four weeks. Liver function tests normally show increases in both bilirubin and transaminases. On stopping the drug liver function tests usually return to normal over a period of weeks. 6 7 Liver biopsy appearances may mimic both viral and autoimmune hepatitis however smooth muscle antibody positivity has been reported on one occasion. 7 Ecstasy was considered as a cause for the pancreatitis and liver function test abnormalities found in this case, however ascending cholangitis seems a more likely explanation in light of the rapid response to antibiotics and sphincterotomy.
It is our perception that children and adolescents with JCA have limited opportunities to take risks and because of overprotective parenting are denied freedom to experiment. Complications of drug misuse including HIV are therefore unlikely to be considered in the diVerential diagnosis when such patients are admitted to hospital. A recent American study found that 8% of 52 patients with JCA (mean age 13.9 years) had experimented with amphetamines and 30.7% had used alcohol, 8 figures not dissimilar to those found in their healthy peers. It was also found that 65.4% never sought medical care without their parents, which may be one reason why counselling about the dangers of substance abuse is often neglected in this group of patients. In many cases ecstasy use is concealed as it is perceived by many to be safe, unless asked directly and in private away from relatives. Our patient also felt unable to admit to taking ecstasy because he was frightened that we would both absolve responsibility for his care and tell his parents. The lessons + Ecstasy can cause adverse eVects that may mimic exacerbations of rheumatic disease activity or toxicity secondary to disease modifying anti-rheumatic drugs (see table 1 ). + A high index of suspicion must be maintained in any adolescent or young adult with rheumatic disease who becomes unwell for no obvious reason even if substance abuse is initially denied. + The dangers of substance abuse must be highlighted, but in such a way to maintain trust and a confidential doctor patient relationship.
